Employment Options, LLC
91 Wiltenbrock Road, Unit A-3
Oxford, CT 06478
Phone: 203-267-3810 Fax: 203-267-3813

November 18§, 2009
To Whom It May Concern:

Enclosed please find the Letter of Intent Form along with the Project Description.

Thank you.

Sincerely,
mzg,

Michele Zurko-Smith
CEO



State of Connecticut _

Office of Health Care Access' 7/ 20 A i3]

Letter of intent Form |
Form 2030

All Applicants involved with the proposal must be listed for identification purposes. A proposal's Letter
of intent (LOT) form must be submitted prior to a Certificate of Need application submission to OHCA by
the Applicant(s), pursuant to Sections 19a-638 and 19a-639 of the Connecticut General Statutes and
Section 19a-643-79 of OHCA’s Regulations. Please complete and submit Form 2030 to the
Commissioner of the Office of Health Care Access, 410 Capitol Avenue, MS# 13HCA, P.0. Box
340308, Hartford, Connecticut 06134-0308.

SECTION I. APPLICANT INFORMATION

If this proposal has more than two Applicants, please attach a separate sheet, supplying the same
information for each additional Applicant in the format presented in the following table.

T Applicani One | Applicant Two
‘| Full legal name iMichele

: - ZuKKe~ s;"*'w"f%-
L L e v e 5
ﬁ s

' ‘ji\’}t_e,wair L.i.c.

Name of Parehf Cnd.rporétioh' | i | Ef"";ﬂ/@}’m et
loptioss L.L.c.

["Appiicant’s Mailing Address, if Post Office (PO) | 12 ~Tre &t 7.

1 Box, include a street mailing address for @ 'x—Fon-Jl ) ¢ T

i Certified Mail  (Zip Code Required) ” o8

| Identify Applicant Status: - o

: P for Profit or /P

s NPforNonprofit L o
“i Does the Applicant have Tax Exempt Yes (N'g) 1 VYes No
| Status? ' .

_:._-‘“Coh'tact Perso'n', inciud'iﬁg Tit!elPdéitioh: o Ma‘o%al& | ,

:| This Individual will be the Applicant Designee to | = ., 4 K6+ Sin, +h »

| receive all correspondence inthismatter. | £ o memben, L.£.C

‘i Contact Person’s Mailing Address, if PO i Trevyodd R

.;3 Box, include a street mailing address for . vk, T

| Certified Mail_(Zip Code Required) oxtecd €L oy7g

;| Contact Person Telephone Number 003~ 206-FAIx
303-d6)- 3718

“Contact Berson Fax Number - o | Jo3- 267~ 3513

“Contact Person 6-mail Address g P’F L Z o @ Y ioroTe
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SECTION i, GENERAL APPLICATION INFORMATION
a. Project Title: Z ’mic: l, 7C;“r" /d /ng/ /f 72@‘11»"‘36% Z. (_J C
b. Project Proposal: Julgstance Abese Services + ??ehczwom/ Aee | Hh

¢. Type of Project/Proposal, please check all that appiy:

Inpatient Service(s):
1 Medical/Surgical [ Cardiac [] Pediatric 1 Matermity
[] Trauma Center [] Transplantation Programs

[1 Rehabilitation (specify type)
BZ/Behavioral Health (Psychiatric and/or Substance Abuse Services)
[] Other Inpatient (specify)

Qutpatient Service(s):

] Ambulatory Surgery Center [1 Primary Care ] Oncology.

[] New Hospital Satellite Facility [] Emergency [ 1 Urgent Care

"] Rehabilitation (specify type) ] Central Services Facility

{1 Behavioral Health {Psychiatric and/or Substance Abuse Services)
[] Other Outpatient (specify)

Imaging:
L] MRI [ ] CT Scanner (] PET Scanner

[] CT Simuiator ] PET/CT Scanner [] Linear Accelerator
| Cineangiography Equipment (] New Technology: '

Non-Clinical:

[] Facility Development [l Non-Medical Equipment [ ] Renovations
{1 Change in Ownership or Control [] Land and/or Building Acquisitions

] Organizational Structure (Mergers, Acquisitions, & Affiliations)

[} Other Non-Clinical:

d. Does the proposal include a Change in Facility (F), Service (S8)/Function (Fnc) pursuant to Section

19a-638, C.G.8.7
@/Yes ] No

i 'you checked “Yes” above, please check the appropriate box below:

BT New (F, 8, Fne) [ 1 Additional (F, S, Fne) [ Replacement

[] Expansion (F, S, Fnc) [ Relocation [] Termination of Service
I Reduction [] Change in Ownership/Control

Form 2030
Revised 10/2007
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e. Will the Capital Expenditure/Cost of the proposal exceed $3,000,000, pursuant to Section 19a-639,

C.G.8.7?
L] Yes [Z/No

If you checked “Yes” above, please check the boxes below, as appropriate:
[_] New equipment acquisition and operation

[] Replacement equipment with disposal of existing equipment

] Major medical equipment

[] Change in ownership or control

f. Location of proposal, identifying Street Address, Town and Zip Code:
e Deuble Hil\ R, ethlehem, (T 015 |

g. List each town this project is intended to serve:
Hate  (wide

h. Estimated starting date for the project: '4'610’, RO1O

. If the proposal includes change in the number of beds provide the following information:

. Existing Existing Proposed Increase Proposed Total
L Type | Staffed | Licensed 1 or(Decrease) | Licensed

Form 2030
Revised 10/2007



SECTION Ill. ESTIMATED CAPITAL EXPENDITURE/COST INFORMATION

a. Estimated Total Project Expenditure/Cost:$ Q 59 @ 0.

Page 4 of 6

b. Please provrde the foltowmg tentative cap:tai expendsturelcosts related to the proposa!

: Major Medzcal Equ;pment Purchases

Medical Equupment F’urchases

Non-Medical Equipment Purchases*

i Construction/Renovation

o? H00, ooe

E
|
il
{ Land/Building Purchases
%
L

Other (Non-Construction) Specsfy me.s im\nqs e z’orraf'imaf

r

6 9a'D

["Total Capital Expenditure T

I Major Medical Equipment - Fair Market Value of Leases Medlcal

ll[ Equipment ~ Fair Market Vaiue of Leases

';'l Non~Medical Equipment — Fair Market Vaiue of i.eases

‘[ Fair Markst Value of Space - Capital Leases Only

:| Total Capital Cost

‘[ Total Project Cost

}{ Capitalized anancmg Costs (lnformatlonal Purpose Only)

T
»
T
|
|
|
!
i
|
|
|
|
|

R

* Provide an rtemlzed list of all medical and non-medical equipment to be purchased and

leased.

c. Ii the proposal has a total capital expenditure/cost exceeding $20,000,000 or if the proposal is for
major medical equipment exceeding $3,000,000, you may request a Waiver of Public Hearing
pursuant to Section 19a-643-45 of OHCA's Regulations? Please check your preference.

[] Yes No

1. If you checked “Yes” above: please check the appropriate box below indicating the basis

of the projects eligibility for a waiver of hearing

[T} Energy Conservation 1 Health, Fire, Building and Life Safety Code

[] Non Substartive

2. Provide supporting documentation from elected town officials (i.e. letter from Mayor’s

Office}.

d. Major Medmai and/or imaglng Equnpment Acqurs;t;on

Equlpment Type _ Modei Number of Unlts

Cost per unlt

|
1
L
T

é
{
T
|
|

T
|

Note: Prowde a copy of the vendor contract or quotation for each major medma!hmagmg equipment.

Form 2030
Revised 10/2007



Page bof 6

e. Type of financing or funding source (more than ohe can be chey
Conventional Loan

Applicant’s Equity [] Capital Lease
[7] Charitable Contributions [7] Operating Lease [[] CHEFA Financing
[ Funded Depreciation ['] Grant Funding

L] Other (specify)

SECTION IV. PROJECT DESCRIPTION

In paragraph format, please provide a description of the proposed project, highlighting each of its
important aspects, on at least one, but not more than two separate 8.5” X 11” sheets of paper. Ata
minimum each of the following items need to be addressed, if applicable.

1. List the types of services are currently being provided. If applicable, provide acopy of-each
Department of Public Health (DPH) license held by the Applicant.

2. List the types of services being proposed and what DPH licensure categories will be sought, if
applicable.

3. Identify the current population served and the target population to be served,
4. ldentify any unmet need and describe how this project will fulfili that need.
5. Are there any similar existing service providers in the proposed geographic area?

6. Describe the anticipated effect of this proposal on the health care delivery system in the State of
Connecticut.

7. Who will be responsible for providing the service?

8. Who are the current payers of this service and identify any anticipated payer changeé when the
proposed project becomes operational?

Form 2030
Revised 10/2007
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AFFIDAVIT

To be completed by each Applicant

npplicant: /71 chele  Zogls- Sra i

Project Title: l/ﬁkfp/f/ 7(////'9 /gﬂ‘b"e&*f L. Lo
H j‘h (‘_‘;,&’?o@ \_n"-éa;&mew.'ﬁ” Ceander for 50%‘}{4&,(9 Q’éﬁs €

W/{flé ele Zolko- S TR | (CEO /W@/’o%@’* L L. E
(Name) (Position — CEO or CFO)

P lprent Op frons £LC

being duly sworn, depose and state that the

information provided in this CON Letter of Intent (Form 2030) is true and accurate to

the best of my knowledge, and that Litet Frelef AT complies with the appropriate and
{Facility Name)

applicable criteria as set forth in the Sections 19a-630, 19a-637, 19a-638, 19a-639, 19a-486

and/or 4-181 of the Connecticut General Statutes,

W, 10/ 5/ 29
Signature / Date
7 '

Subscribed and sworn to before me on U / ] 8 j 200 ]

Ly, N Connie

Notary Pubtlcho@mssroner of Supenor\%’w
H. CRAVETZ

Nomm
My commission expires: My Comm. Exolres Dac, 31, 3006

Form 2030
Revised 10/2007
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Project Description

Employment Options L.L.C. is a private social service agency that was established in
1994. Michele Zurko-Smith is the CEO and a member of the L.L.C. of this company
which currently employs one hundred thirty eight people. Employment Options has a
vocational contract with the Bureau of rehabilitation services and is also the largest
provider for the Acquired Brain Injury waver in the state of Connecticut, offering
residential supports, independent living skills training, as well as vocational services.
Employment Options services twenty two individual private service plans through the
Department of Developmental Services, supporting people in the community residentially
and vocationally. Employment Options also works with a number of different school
districts through out the years, assessing students and working with them towards
reaching their life goals.

A large number of people we serve have or have bad, substance abuse issues.

Employment Options would like to expand into substance abuse residential treatment for
individuals over the age of eighteen. We will accept a person into residential treatment
after they are medically cleared by a physician (we will not be offering Detox or any other
medical service). We will have a License drug and alcohol counselor on staff and will
offer treatment plans that incorporate nationally accepted addiction treatment models. We
anticipate the length of stay to be a minimum of twenty eight days.

Employment Options purposes a new free standing Facility which will be located in
Bethlehem, CT. We would like to have a total of twenty eight beds. This facility will be
located on sixty two, very private acres, offering private and semi private rooms. This
facility will be private pay and be marketed to a higher level professional and or their
family member. This facility is intended to serve people whose public visibility, wealth,
fame or social position would make it impossible for them to begin recovery in a
traditional residential treatment center that currently exists in Connecticut.

Currently there is not a Connecticut based facility that can offer this type of service.
Professional residents (Physicians, Attorneys, Politicians, Actors, etc.) are greatly under
served in our state. We have a number of residents needing substance abuse residential
treatment, that fit the criteria and must leave the state to find a substance abuse treatment
center that is suitable for their recovery.

This will be a confidential treatinent center that is offered in Connecticut to serve
Connecticut (and out of state) professionals. People that live in our state and need this
type of service, could benefit from a closer proximity to family and after care supports.
Keeping the professional in his home state may also allow him to continue working
during residential treatment.



Employment Options has created a separate company. The name for this residential
treatment center will be Litchfield Hills Retreat L.L.C. The property in Bethlehem, is
currently owned by Litchfield Hills Retreat L.L..C. and there is an eight bed , 7,500 sq ft.
home on the property. An additional building would be built for the additional beds,
office and program space. Money from the CEO of the company, Michele Zurko-Smith,
as well as a traditional construction loan would finance this project.



STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

December 7, 2009 : Facsimile Only

Michele Zurko-Smith

CEO Member LLC .

Employment Options, LLC d/b/a Litchfield Hills Retreat, LL.C
12 Trefoil Road

Oxford, CT 06478

Re:  Letter of Intent; Docket Number: 09-31500
Employment Options, LLC d/b/a Litchfield Hills Retreat, LL.C
Establish a Free Standing Substance Abuse Facility in Bethlehem
Notice of Letter of Intent

Dear Ms. Zurko-Smith:

On November 20, 2009, the Office of Health Care Access (“OHCA”) received the Letter
of Intent (“LOT"™) Form of Employment Options, LLC d/b/a Litchfield Hilis Retreat, LLC
(“Applicant™ to establish a free standing substance abuse facility in Bethlehem, with a
total capital expenditure of $2,5000,000. ‘

A notice to the public regarding OHCA’s receipt of a LOX was published in The
Republican American pursuant to Section 19a-638 of the Connecticut General Statutes.

Enclosed for your information is a copy of the notice to the public.

Sincerely,

Kimberly R. Martone
Director of Operations

KRM:lmg

An Equal Opportunity Employer
410 Capitol Ave., MS#13HCA, P.O.Box 340308, Hartford, CT 06134-0308
Telephone: (860) 418-7001 Toll-Free: 1-800-797-9688
Fax: (860) 418-7053



STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

December 7, 2009 Requisition # 029695

Republican American

389 Meadow Street

Box 2000

Waterbury, CT 06722-2090
Gentlemen/Ladies:

Please make an insertion of the attached copy, in a single column space, set solid under
Jegal notices, in the issue of your newspaper by no later than Friday, December 11,
2009.

Please provide the following within 30 days of publication:

e Proof of publication (copy of legal ad acceptable) showing published date along
with the invoice.

If there are any questions regarding this legal notice, please contact Steven Lazarus at
(860) 418-7001.

KINDLY RENDER BILL IN DUPLICATE ATTACHED TO THE TEAR SHEET.

Sincerely,

Kimberl R. Martone
Director of Operations

AV ‘_,::-"
A T g

Attachment

KRM:SWLi:img

¢: Danielle Pare, DPH

An Equal Opportunity Employer
410 Capitol Ave., MS#13HCA, P.O.Box 340308, Hartford, CT 06134-0308
Telephone: (860) 418-7001 Toll-Free: 1-800-797-9688
Fax: (860} 418-7053



Republican American Letter of Intent
Docket Number: 09-31500 December 7, 2009

PLEASE INSERT THE FOLLOWING:

Statute Reference: 19a-638

Applicant: Employment Options, LLC d/b/a Litchfield Hills Retreat,
LLC

Town: Bethlehem

Docket Number: 09-31500-LOI

Proposal: Establish a Free Standing Substance Abuse Facility

Capital Expenditure: $2,5000,000

The Applicant may file its Certificate of Need application between January 19, 2010 and
March 20, 2010. Interested persons are invited to submit written comments to Cristine A.
Vogel, Deputy Commissioner Office of Health Care Access, Division of Department of
Public Health, 410 Capitol Avenue, MS13HCA P.O. Box 340308 Hartford, CT 06134-
0308,

The Letter of Intent is available at OHCA or on OHCA’s website at www.ct.gov/OHCA.
A copy of the Letter of Intent or a copy of Certificate of Need Application, when filed,
may be obtained from OHCA at the standard charge. The Certificate of Need application
will be made available for inspection at OHCA, when it is submitted by the Applicants.



Re: Requisition 02969¢ Page o

Greer, Leslie

From: ads [ads@graystoneadv.com]

Sent: Monday, December 07, 2008 2:56 PM
To: Greer, Leslie

Subject: Re: Requisition 029695
importance: High

Good day!

Thanks so much for your ad submission.
We will be in touch shortly and look forward fo serving you.

I you have any guestions or concems, piease don't hesitate to contact us at the number below.
We sincerely appreciate your business.

Thank you,
Graystone Group Adveriising

2710 North Avenue

Bridgeport, CT 06604

Phone: 800-544-0005

Fax: 203-548-0061

E-mail: ads@graystoneadv.com

http_:i!www.graystaneadv.coml

On 12/7/08 2:24 PM, "Greer, Leslie" <tLeslie Greer@ct.gov> wrote:

To Whom [t May Concern,

Please run the attached public notice s in the attached mentioned newspapers, { have attached
a hearing notice that has fo run in fomorrow s newspaper. Please let me know if this is a problem,
call with any questions.

Thank you,

Leslie M. Greer

Office of Health Care Access

A Division of Department of Public Health
tate of Connecticut

410 Capitol Avenue, MS 13HCA

Hartford, CT 08134

Phone: 860 418-7001

Fax: 860 418 -7053
Website www.ct.gov/ohca <hitp://www.ct.gov/ohca>

1 Please consider the epvironment before printing this message

272009
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STATE OF CONNECTICUT
DEPARTMENT OF PUBLIC HEALTH
OFFICE OF HEALTH CARE ACCESS

FAX SHEET

TO: MICHELE ZURKO-SMITH

FAX: (203) 267-3813

AGENCY: EMPLOYMENT OPTIONS D/B/A LITCHFIELD EILLS RETREAT, LLC

FROM:  STEVEN LAZARUS
1277409

DATE: TIME:

NUMBER OF PAGES: ¢

{including rransmittal sheet

—_—ee T TS

Comments:; 3ocket 09-31500-LO1

PLEASE PHONE IF THERE ARE ANY TRANSMISSION PROBLEMS.



STATE OF CONNECTICUT

OFFICE OF HEALTH CARE ACCESS

M. JODI RELL CRISTINE A. VOGEL
GOVERNOR COMMISSIONER
December 8, 2009 via fax and email only

Michele Zurko-Smith
Lithcfield Hills Retreat, LLC
12 Trefoil Road

Oxford, CT 06478

RE:  Certificate of Need Application Forms, Docket Number 09-31500-LOI
Employment Options, L.LC d/b/a Litchfield Hills Retreat, LLC
Establishment of a Free Standing Outpatient Adult Substance Abuse and Behavioral
Health Services Facility in Bethlehem, Connecticut

Dear Ms. Zurko-Smith:

Enclosed are the application forms for Employment Options, LLC d/b/a Litchfield Hills, LLC’s
Certificate of Need (“CON”) proposal for the establishment of a free standing outpatient adult
substance abuse and behavioral health services facility in Bethlehem, Connecticut with an
associated capital expenditure of $2,500,000. According to the parameters stated in Section
192-638 of the Connecticut General Statutes, the CON application may be filed between
January 19, 2010, and March 20, 2010.

When submitting your CON application and any subsequent application information to this
agency, you are obligated to observe the following procedural requirements. Failure to
observe these requirements will require follow-up work on your part to correct the
filing.

e Number and date each page, including cover letter and all attachments. Information
filed after the initial CON application submission (i.e. completeness response letter,
prefile testimony, late file submissions and the like) must be numbered sequentially
from the Applicant’s document immediately preceding it. For example, if the
application concludes with page 100, your completeness response letter would begin
with page 101.

An Equal Opportunity Employer
410 Capitol Ave., MS#13HCA, P.O.Box 340308, Hartford, CT 06134-0308

Telephone: (860) 418-7001 Toll-Free: 1-800-797-9688
Fax: (860) 418-7053



Litchfield Hills Retreat, LLC December 8, 2009
Docket 08-31500-CON Page 2 of 2

« Submit one (1) original and six (6) hard copies of each submission in 3-ring binders.

o Submit a scanned copy of each submission in its entirety, including all attachments on
CD, preferably in Adobe (.pdf) format.

e Submit an electronic copy of the documents in MS Word format with financial
attachments and other data as appropriate in MS Excel format.

The analyst assigned to the CON application is Steven W. Lazarus. Please contact him at
(860) 418-7012 if you have questions.

Sincerely,

Kaila Riggott -
Planning Specialist

Enclosures

An Equal Opportunity Employer
410 Capitol Ave., MS#13HCA, P.O.Box 340308, Hartford, CT 06134-0308
Telephone: (860) 418-7001 Toll-Free: 1-8G0-797-56838
Fax: (860) 418-7053



State of Connecticut
Office of Health Care Access
Certificate of Need Application

Please complete all questions. If any question is not relevant to your project, Not
Applicable may be an acceptable response. Your Certificate of Need application will be
eligible for submission no earlier than January 19, 2010, and may be submitted no later
‘than March 20, 2010, The Analyst assigned to your application is Steven W. Lazarus and
he may be reached at the Office of Health Care Access at (860) 418-7001.

Docket Number: - 09-31500-CON
Applicant(s) Name: Employment Options, Inc d/b/a Litchfield Hills Retreat, LLC
Contact Person: Michele Zurko-Smith
Contact Title: Chief Executive Officer
Litchfield Hills Retreat, LLC
Contact Address: 12 Trefoil Road
Oxford, CT 06478
Project L.ocation: Bethlehem
Project Name: Establishment of a Free Standing Outpatient Adult
Substance Abuse and Behavioral Health Services Facility
Type proposal: Section 19a-638, C.G.S.
Est. Capital Expenditure: $2,500,000

Page 1 of 5



Litchfield Hills Retreat, LI.C
DN: 09-31500-CON

1. Project Description and Need

a. Provide a narrative detailing the proposal.

b. Provide the following regarding the proposal’s location:

i. The rationale for choosing the proposed service location;

ii. The service area towns and the basis for their selection;

December 8, 2009

Page2 of 5

iti. The population to be served, including specific evidence such as incidence,
prevalence, or other demographic data that demonstrates need;

iv. How and where the proposed patient population is currently being served;

v. All existing providers (name, address, services provided) of the proposed
service (similar and related services) in the towns listed above and in nearby

towns; and

vi. The effect of the proposal on existing providers.

2. Projected Volume

a. Complete the following table for the first three fiscal years (“FY™) of the proposed

service.,

Table 1: Projected Volume

Projected Volume
{First 3 Full Operational FYs)**

FY****

FY****

FY****

Yyt

Service type®* ¥

Total

## If the first year of the proposal is only a partial year, provide the first partial year and then the first three

full FY's. Add columns as necessary.
*+%* Tdentify each service/procedure type and add lines as necessary.

##%# [l in years. In a footnote, identify the period covered by the Applicant’s FY (e.g. July I-June 30,

calendar year, eic.).

b. Provide a detailed explanation of all assumptions used in the derivation/

calculation of the projected volume.

¢. Provide historical volumes for three full years and the current year to date for any
of the Applicant’s existing services that support the need to implement the

proposed service.

d. Provide a copy of any articles, studies, or reports that support the statements made

Page 2 of 5




Litchfield Hills Retreat, L1.C December §, 2009
DN: 09-31500-CON Page 3 of 5

in this application justifying need for the proposal, along with a brief explanation
regarding the relevance of the selected articles.

3. Quality Measures

a. Submit a list of all key professional, administrative, clinical, and direct service
personnel related to the proposal. Attach a copy of their Curriculum Vitae.

b. Explain how this proposal contributes to the quality of health care delivery in the
region.

c. Describe the impact of the proposal on the interests of consumers of health care
services and the payers of such services

d. Identify the Standard of Practice Guidelines that will be utilized in relation to the
proposal. Attach copies of relevant sections and briefly describe how the Applicant
proposes to meet each of the guidelines.

4. Organizational and Financial Information
a. Identify the Applicant’s ownership type(s) (e.g. Corporation, PC, LLC, etc.).

b. Does the Applicant have non-profit status?
[ ] Yes (Provide documentation) { | No

c. Provide a copy of the State of Connecticut, Department of Public Health license(s)
currently held by the Applicant and indicate any additional licensure categories
being sought in relation to the proposal.

d. Financial Statements

i.  If the Applicant is a Connecticut hospital; Pursuant to Section 19a-644, C.G.S.,
each hospital licensed by the Department of Public Health is required to file
with OHCA copies of the hospital’s audited financial statements. If the hospital
has filed its most recently completed fiscal year audited financial statements,
the hospital may reference that filing for this proposal.

ii. Ifthe Applicant is not a Connecticut hospital (other health care facilities):
Audited financial statements for the most recently completed fiscal year. If
audited financial statements do not exist, in lieu of audited financial statements,
provide other financial documentation (e.g. unaudited balance sheet, statement
of operations, tax return, or other set of books.)

e. Submit a final version of all capital expenditures/costs as follows:

Page 3 of 5



Litchfield Hills Retreat, LLC December 8, 2009
DN: 09-31500-CON Page 4 of 5

Table 2: Proposed Capital Expenditures/Costs

Medical Equipment Purchase $

Imaging Equipment Purchase

Non-Medical Equipment Purchase

Land/Building Purchase *

Construction/Renovation ##

Other Non-Construction (Specify)

Total Capital Expenditure

|

Medical Equipment Lease (Fair Market Value) ***

Imaging Equipment Lease (Fair Market Value) **#*

Non-Medical Equipment Lease (Fair Market Value) ***

Fair Market Value of Space ***

Total Capital Cost by

Capitalized Financing Costs (Informational Purpose On]y)

Total Capital Expenditure with Cap. Fin. Costs $

* If the proposal involves a land/building purchase, attach a real estate property appraisal including the
amount; the useful life of the building; and a schedule of depreciation.

** If the proposal involves construction/renovations, attach a description of the proposed building work,
including the gross sq. feet; existing and proposed floor plans; commencement date for the construction/
renovation; completion date of the construction/renovation; and commencement of operations date.

##* If the proposal involves a capital or operating equipment lease and/or purchase, attach a vendor quote or
invoice; schedule of depreciation; useful life of the equipment; and anticipated residual value at the end of
the lease or loan term.

f.  List all funding or financing sources for the proposal, and the dollar amount of
each. Provide applicable details such as interest rate; term; monthly payment;
pledges received to date; letter of interest or approval from a lending institution.

5. Revenues, Expenses, and Patient Population Projections

a. Patient Population Mix

i. Provide the current and projected patient population mix (based on the number
of patients, not on revenue) for the proposed program.

Table 3: Patient Population Mix

Current™* Year1 Year 2 Year 3
Medicare*®
Medicaid*
CHAMPUS & TriCare

Total Government

Commercial Insurers®

Uninsured

Workers Compensation

Total Non-Government

Total Payer Mix

* Includes managed care activity.
*# New programs may leave the “current” column blank.

Page 4 of 5




Litchfield Hills Retreat, L1.C December 8, 2009
DN: 09-31500-CON Page 5 of 5

#*+ Ri]] in years. Ensure the period covered by this table corresponds to the period covered in the projections
provided.

ii. Provide the basis for/assumptions used to project the patient population mix.
b. Financial Attachments I & I

i. Provide a summary of revenue, expense, and volume statistics, without the
CON project, incremental to the CON project, and with the CON project.
Complete Financial Attachment I. (Note that the actual results for the fiscal
year reported in the first column must agree with the Applicant’s audited
financial statements.) The projections must include the first three full fiscal
years of the project.

ii. Provide a three year projection of incremental revenue, expense, and volume
statistics attributable to the proposal by payer. Complete Financial
Attachment II. The projections must include the first three full fiscal years of
the project.

iii. Provide the assumptions utilized in developing both Financial Attachments I-
and I (e.g., full-time equivalents, volume statistics, other expenses, revenue
and expense % increases, project commencement of operation date, etc.).

iv. Provide documentation or the basis to support the proposed rates for each of
the FYs as reported in Financial Attachment II. Provide a copy of the rate
schedule for the proposed service(s).

v. Provide the minimum number of units required to show an incremental gain
from operations for each fiscal year.

vi. Explain any projected incremental losses from operations contained in the
financial projections that result from the implementation and operation of the
CON proposal.

vii. Describe how this proposal is cost effective.
6. Other Review Criteria

a. Describe the proposal’s relationship to the Applicant’s long-range plans. Provide
supporting documentation.

b. Specify whether any of the following apply to the proposal. If so, provide an
explanation and supporting documentation.
i.  Voluntary efforts to improve productivity and contain costs;
ii. Changes to the Applicant’s teaching or research responsibilities; and/or
iii. Special characteristics of the Applicant’s patient or physician mix.

Page 5 of 5



WY b¥0L '6002/8/21

H JUSLLYOBYY [BIoUBLIS '] JUSLIUDENY [BIDUBULNSIUSLIYOERY [BI0UBU NOD\EISE uohesiddy NOO\SUICS NOD\PREN JO SIEORINRONY A D\'M

0% 0% 0% 0% 0% 0% 0% ¢ 0% siahBd |iY 110,
0% 0% 0% 0% 0% 0% 0% JUBWLIBAODUON {EJOL
0% 0% 0% : painsuiin
0% 0% 0% SIAINSU] |BISLBLLLIOD
0% 0% 0% 0% og 0% 0g [EJUDUILIDAOD) [EJO |
0% 0% 3 : 21eDU/SNINYHD
0% 0% 0s PIESIPER
0% 0% 0% o SIEDIPaN
:AoBejen 1shed
[elof ¢ OO /P 10D | L1090 - 97100 Ag Apoed e10),

6°100-8710D « [B10L | '10D G0 - 7100 €100 52103
suoyiesado) wiol) sasusdx3 anuUaABM kTl aren suoonpag anusAsy sasuadxy jplswWaISY] 810
(ssoTyuen Bugeledp BN peg AlEBUD JSSCUBMOYY 350I5) sHuUN 2y fejuswIaLn] payoalold Ad
{o1) (8) () 3] (@) © (2] € @ ) A

uoljesad() Ll SUUCY JO #

uogdlnsac] HUn Jo adk ],

uondussa(y ao1a18g O 2dA |

Jewsoy Buguodas

Buimo||o; a1y Ul jesodosd ay) o3 ajgeing

LR SDHSHEIS Swnion pue asuadxe ‘enusAsl

BIlsWaou] Jo suonoalold jo sieak aaiy) apiaold ases|d

1l JuBlLORYY jRIOLRULY

*

i juBtiyoByY feiduBUlg

$5800Y 2187 i[BaH JO 8D




‘[esodosd Yy of anp ebueyo lm YoM sealuss Bugsixe Aue 10) SoNISiENS Jualedino Jo/pue jua|jedy) pajoafold pue enioe apiaoud PUE SEIIABS MBU AU 10} SaliSENS JuanedinG Jo/pue jusnadu; pesosfold aplaold,

[SORSIEIS SWN(OA,

0% 0% 0% s [8:3 o 0% 0s 0% 0% ssuadxy (IBpUN}BAD BnuASY
0% 03 0% sesuadxg Suneied 121ot
0% 6] 0% 0% 0% o 453 o$ 0% 04 ‘snusAsy B10 |
i (i3 0% ahusasy Bunesedo-uoN
0% 0% o% suopeiedo Wwoi) snussey
Tooig Oijh THuemeioy] joelolg IOk eI NN, 1Eiieweiou]  19510ig NG DOI0Id UTA  TEsURisisl 109014 RO/ SINEEY HoRadnosaG
payoaiold pojoeiold poyoefold pajosfold payosloid pajasfold pajoaiold payoeiord pajoafoid BNy
Ad Ad A Ad A A Ad Ad Ad Ad TRNDE B0 L

qewUcy Bunloda: Bulmojior auy) Ul fesodold syl Uum pue o} ejusilisioll Inouyum
BB BI0L Jo sucnoaloid jo sieak ea) pue sinsas [Broe Jo Jeak suo apiaold eses|d
[ JUSHUIRYY [RIMUel

SORSHEIS SWNOA ‘ajgeoidde Y pue asusdxe 'anusass

W JUSLULSERY [elouRuLy . s5200y 2180 YHED JO SO0



Greer, Leslie

Page 1 of 1

From:

Sent:

To;

Ce:

Subject:
Attachments:

Ms. Zurko-Smith,

Lazarus, Steven
Tuesday, December 08, 2009 12:59 PM
mizurko@aol.com

Greer, Leslie

CON Appiicaiton for Docket No.: 09-31500-LOI

09-31500-Cover Letter.doc; 09-31500-CON Appiication.doc; 09-31500 FA1.xls; Financial

Attachment Il.xls; CON Affidavit-General.doc

Attached is a copy of the CON Application for Litchfield Hills Retreat, LLC. Please feel free o contact me if you

have any further questions. A copy is also being faxed out to you shortly.

Have a great day,

Sieven

Steven W. Lazarus

Associate Health Care Analysi

Office of Health Care Access

A Division of Department of Public Health
State of Connecticut

410 Capitol Avenue

Hartford, Connecticut 06134

Phone: (860} 418-7012 (Direct)

Fax:  (860) 418-7053 (Main)

12/8/2009



